general practice are the only complete records of all aspects of the medical history of a patient until his or her death. Future epidemiologists will be dependent on these records for studies of long term changes in the patterns of illness, long term effects of treatment, and the effect of social and economic factors in different parts of the country on morbidity and mortality.
The existence of the family practitioner committees and the strength of general practice in Britain provide us with a unique opportunity. Records from general practice might be collected on a scale and with an ease that would be the envy of other countries; and yet-ironically-the Government proposes removing clinical records from the protection of the Public Records Act. If accepted, these proposals might be enough to kill any future plans for the preservation of clinical records from general practice. Everyone whose work depends on access to clinical records should recognise the serious implications of the recommendations of this White Paper. A regimen for conservative treatment has been suggested in which any injured flaps are uncurled and the wound edges loosely approximated with adhesive tapes. The patient is kept mobile, with the leg supported by a Viscopaste bandage and an elastic bandage.3 This method of treatment avoids the need for prolonged bed rest, but healing is slow, since the skin of the wound edges is often necrotic.
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A radical surgical approach produces a more rapid and stable result. Under general anaesthesia all non-viable tissue is excised, any haematoma is evacuated, and a split skin graft is applied to resurface the defect. The leg is raised with supporting bandages in hospital for one week when the graft is inspected. Skin stored in the refrigerator since operation is then applied to unhealed areas. The patient remains immobile until the wound is completely healed-an average of 27 days,1 which compares favourably with 65 days for the conservative approach.
If there is pressure on bed occupancy or the patient refuses admission compromise solutions have to be tried. All depend on radical debridement. A split skin graft taken under local anaesthesia may be applied either as a sheet4 or meshed5 and the patient then mobilised with firm support. Alternatively, the patient may be kept at home for five days with the leg raised before applying the skin, and the leg is then kept raised for a further week.6 Excellent results have been claimed for both methods with healing in 14 to 24 days. If the flap has been sutured under tension, so making matters worse, the wound will have become infected and necrotic. The leg will need to be kept raised for a long period before skin grafting so that an even greater delay of healing is inevitable.
Pretibial lacerations are common, so the importance of correct management cannot be overemphasised. Simple suture rarely works; tissue of doubtful viability must be excised and the wound resurfaced by split skin grafting. If this cannot be undertaken in the casualty department, with appropriate aftercare at home, the patient is better admitted for desloughing and grafting by a competent surgeon.
